This case report utilized a patient's natural teeth as provisional restorations supported by immediately placed implants to provide a seamless transition from hopeless teeth to implant supported restorations.
Introduction
Patients facing the unexpected loss of a tooth in the esthetic zone in an otherwise healthy dentition may feel psychologically distressed. The placement of an implant into a fresh extraction socket followed by an immediate provisional restoration supported by the implant can help alleviate an upsetting experience. The utilization of a patient's own teeth can further provide a seamless transition from hopeless teeth to implant supported restorations.
Immediate implant placement and immediate provisionalisation (IIPIP) of a single anterior tooth have been documented to have high success rates ranging from 93.5% to 100% [1] [2] [3] [4] . The results are comparable to implants placed in healed sites with immediate provisionalisation [5, 6] or delayed loading approach [7, 8] with reported success rates of 100% and 97% respectively.
In addition to shortened treatment time and smooth conversion, the flapless approach of IIPIP which maintains the blood supply to the buccal bone plate could help minimize changes in the facial-palatal contour [9] [10] [11] . Although bone remodeling cannot be halted by the immediate placement of the implant [12, 13] , the immediate provisionalisation acts as a scaffold to support the existing soft tissues from flattening [1, 11] .
Various techniques have been described for the construction of implant supported provisional restorations with the aim to support the peri-implant tissues [1, 9, 11] . Provisional shells made with auto-polymerizing acrylic resin are the most commonly prescribed methods, however, much chair-time is required to accurately reproduce the interproximal contacts and identify the location of the cervical margin. Furthermore, the provisional materials are vulnerable to staining and fracture with time.
This case report utilized a patient's natural teeth as provisional restorations supported by the immediately placed implants. Following local anesthesia, sharp dissection of the supracrestal fibers with a 15c scalpel blade was performed and the tooth was removed carefully with extraction forceps ( Fig. 5a and b). The socket was thoroughly debrided with a surgical excavator and rinsed with saline. The integrity of the buccal wall was verified ( Fig. 5c ). Two 15 mm threaded and textured implants with diameters of 3.5 mm and 3 mm (Nobel Active, Nobel Biocare) were placed at central and lateral incisor sites respectively on two separate visits. The implants were placed toward the palatal aspect of the extraction sockets to a depth of 3-4 mm from the free gingival margin ( Fig. 6a and b) .
Case report
A minimum torque value of 30-35 N cm upon implant placement was confirmed prior to immediate provisionalisation. The anatomical crown of the extracted tooth was sectioned off and the screw access hole was created on the palatal surface of the crown (Fig. 7) . A screw retained provisional abutment was placed onto the implants. The natural crown was steam cleaned, treated, and connected to the temporary abutment with flowable composite resin intraorally with an aid of a position index ( Fig. 8a and b) . The connected provisional restoration was then removed from the implant and composite resins were used to contour the sub-gingival portion ( Fig. 9a and b) . It is crucial the subgingical contour supported the peri-implant tissue.
Upon completion of the screw retained provisional restoration, a tall, flat-contoured healing abutment was placed onto the implant prior to the placement of bone graft materials. The healing abutment allowed the grafting materials to be placed and packed against it at the same time prevented the excess from entering the screw channel. A xenograft bone graft material (Bio-Oss, Geistlich Pharma AG) was used to fill the gap between the implant and the buccal wall as well as the space above up to the most coronal aspect of the free gingival margin (Fig. 10 ). The healing abutment was then removed, leaving the bone graft material intact. The prepared provisional restoration was subsequently screwed onto the implants and the access was sealed with a temporary material (Cavit temporary filling materials, 3M, ESPE). The occlusion was adjusted to clear all static and dynamic occlusal contacts (Fig. 11 ). The technique resulted in minimum alteration of the patient's esthetics (Fig. 12 ).
Discussion
Tooth removal results in marked reduction in buccal-lingual alveolar bone width [14, 15] . Araujo and Lindhe showed that the reduction of the dimension of an extraction site was due to the replacement of bundle bone with woven bone from the inner portion of the socket and the resorption of the outer and crestal portions of the buccal-lingual socket walls [16] .
Various techniques have been proposed to place implants immediately following extraction [17] . Assessment of the morphology of the pre-extraction socket is essential. Elian et al. classified the extraction site based on the presence or absence of the labial and interproximal bone, and its overlying gingival tissue and papilla surrounding the compromised tooth to be extracted [18] . When a socket is not compromised, described as a type I socket, the use of bone graft coupled with flapless surgery can help limit the amount of buccal contour change [11, 19, 20] . The grafting materials are then contained by the provisional restoration. The use of a position matrix is an effective method to reposition the sectioned natural crown back to its preextracted spatial position. The use of the patient's own tooth simplified the provisionalisation procedure as no modification was required for cervical margins and interproximal contacts. Furthermore, the tissue response to the patient's own tooth could be expected to be more superior than other provisional materials, which tends to promote plaque accumulation if it is porous or unpolished. 
